IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C. L. "BUTCH" QTTER, GOVERNOR DEBBY RANSOM, RN, RH.LT - Chief
RICHARD M. ARMSTRONG, DIRECTOR BUREAL OF FACILITY STANDARDS
3232 Elder Street

P.O. Box 83720

9 Boise, Idaho 83720-0036
£ER 10 20 POE. E?%B) Koo
FAX: {208) 364-1888
E-mail: fsb@idhw.state.id.us
February 9, 2009 - S,
nECEIVED
FER 29 2008
Kathy Prophet
Preferred Community Homes - Bedford ) v QTBND AFDER
7091 West Emerald Street FACILITY STANDARLS

Boise, ID 83704
RE: Preferred Community Homes - Bedford, Provider #13G039
Dear Ms. Prophet:

This is to advise you of the findings of the Medicaid/Licensure survey of Preferred Community
Homes - Bedford, which was conducted on January 26, 2009.

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, listing Medicaid
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of
Correction address each deficiency in the following manner:

1. Answer the deficiency statement, specifically indicating how the problem will be, or has
been, corrected. Do not address the specific examples. Your plan must describe how
you will ensure correction for all individuals potentially impacted by the deficient
practice.

2. lIdentify the person or discipline responsible for monitoring the changes in the system to
ensure compliance is achieved and maintained. This is to include how the monitoring
will be done and at what frequency the person or discipline will do the monitoring.

3. Identify the date each deficiency has been, or will be, corrected.

4. Sign and date the form(s) in the space provided at the bottom of the first page.
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5. Include dates when corrective action will be completed. 42 CFR 488.28 states ordinarily
a provider is expected to take the steps needed to achieve compliance within 60 days of
being notified of the deficiencies. Please keep this in mind when preparing your plan of
correction. For corrective actions which require construction, competitive bidding, or
other issues beyond the control of the facility, additional time may be granted.

Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by
February 23, 2009, and keep a copy for your records.

You have one opportunity to question cited deficiencies through an informal dispute resolution
process. To be given such an opportunity, you are required to send your written request and all
required information as directed in Informational Letter #2007-02. Informational Letter
#2007-02 can also be found on the Internet at:

httpn://www . healthandwelfare.idaho.gov/site/3633/default aspx

This request must be received by February 23, 2009. If a request for informal dispute resolution
is received after February 23, 2009, the request will not be granted. An incomplete informal
dispute resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during our visit. If you have questions, please call
this office at (208) 334-6626.

Sincerely,

MATT HAUSER NICOLE WISENOWI
Health Facility Surveyor Co-Supervisor

Non-Long Term Care Non-Long Term Care

MH/mlw

Enclosures
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(X4) D SUMMARY STATEMENT OF DEFICIENCIES fs) PROVIDER'S PLAN OF CORRECTION (xa)
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W 000 | INITIAL COMMENTS W 000 “Preparation and implementation of this

plan of correction does not constitute
admission or agreement by Bedford
with the facts, findings or other
statements as alleged by the state
agency dated January 26, 2009,
Submission of this plan of correction is
required by law and does not evidence
the truth of any or some of the findings
as stated by the survey agency. Bedford
— Preferred Community Homes,
specifically reserves the right to move
to strike or exclude this document as
evidence in any civil, criminal or
administrative action.”

The following deficiencies were cited during your
annuai recertification survey.

The survey was conducted by:
Matt Hauser, QMRP, Team leader
Sherri Case, LSW, QMRP

Commeon abbreviations used in this report are:
QMRP - Qualified Mental Retardation
Proffessional

W 440 | 483.470()(1) EVACUATION DRILLS W 440

The facility must hold evacuation drills at least
guarterly for each shift of personnel,

W 440 483.470(i)(1) EVACUATION

This STANDARD is not met as evidenced by: DRILLS

Based on record review and staff interview, it was
determined the facility failed to ensure evacuation
drills were conducted quarterly for each shift for 6
of 6 individuals (Individuals #1 - #6) residing in the
facility. This resulted in the potential for the
faciiity and staff not being able to determine
individuals' responses or identify problem areas.
The findings include:

The facility will ensure that evacuation
drills will be completed at least
quarterly on ali shifts for each shift of
personnel. Staff training will be
implemented on firedrills and the
regulations that must be followed for
this facility.

A monthly review of evacuation drills
will be completed by the AQMRP of

1. During a review of the facility's evacuation drills the facility

on 1/22/08, the following was noted:

- There was no evacuation drill compieted during "~ Person Respansible: AQ! ﬁuﬁ?‘%{é @4‘}

A and
! Completion date:~3=23=0% , ety
the third quarter {July, August, September) for the . AT ol = T, .
grave-yard shift (11:00 p.m. - 7:00 a.m.). ﬁ E @ E L \ k= D Wl fdgen
- & 7 o conplihen
- There was no evacuation drill completed during o N dale I Pténw:\\
the third quarter for the P.M. shift (3:00 - 11:00 FEB 2 N 2SR e
p.m.). MWatH Hanger )

When asked during an interview on 1/22/09 at FACILITY 87

doab

# REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE

_.”’/ /%%/Z//ﬁ 2 g -0F

’ af *} denotes a deficiency which the institution may be excused from correcting providing it is determined that
other saféguards provide sufficient protection to the patients. (See instructions.) Excepf for nursing homes, the findings stafed above are disclosabie 90 days
following the date of survey whether or not & plan of correction is provided. For nursing homes, the above findings and pians of correction are disclosable 14
days following the date these documents are made available to the facility. if deficiencies are cited, an approved plan of correction is requisite to continued
pregrarm participation,
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12:25 p.m., the Home Manager stated the drills
could not be found and she was unsure why they
had not been completed.

The facility failed to ensure evacuation drills were
conducted at least quarterly on all shifts.
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. . MM337 16.03.11.100.04 {c) Fire Drills
MM337| 16.03.11.110.04(c) Fire Drills MM337
Refer to W440 - = e 13
A minimum of fwelve (12) unannounced fire drilis R % @ E 3 V E:x @
must be held annually, irregularly scheduled
throughout all shifts. In addition, a least one (1) FEB 93 20pe
drill per shift must be held on a Sunday or FEB 23 2008
holiday.
This Rule is not met as evidenced by: Ve T GTANPYAS TS
Refer to W440. FACHLITY STANDARDS
MM380 16.03.11.120.03(a) Building
. . i t
MM380| 16.03.11.120.03(a) Building and Equipment MM380 and Equipmen

The buitding and all equipment must be in good
repair. The walls and floors must be of such
character as to permit frequent cleaning. Wails
and ceilings in kitchens, bathrooms, and utility
rooms must have smooth enameled or equally
washable surfaces. The bulilding must be kep!
clean and sanitary, and every reasonable
precaution must be taken to prevent the entrance
of insects and rodents.

This Rule is not met as evidenced by:

Based on observation, it was determined the
facility failed to ensure the facility was kept clean,
sanitary, and in good repair for 6 of 6 individuals
(Individuals #1 - #8) residing in the facifity. The
findings include:

During an environmental review, conducted on
1/21/08 from 10:30 - 11:00 a.m., the following
concerns were noted;

- There was a 12 inch diameter stain in the carpet
in the living room.

- There was a puddie of water under the sink in
the kitchen from an apparent leak in the drain

pipe.

- There was exposed wood, an uncleanable

e

The 12 inch stain is being addressed and
new carpet is scheduled within the next
6 months for this facility.

Completed by 7-26-09

The puddle of water was cleaned up and
maintenance fixed the leaky faucet.
Completed on 1-26-09

The uncleanable surface of exposed
wood under the kitchen sink was
addressed and a clean surface now
replaces the exposed wood.
Completed on 2-18-09

The food splattered on the kitchen
cupboard with the cups and on the door
of the Lazy Susan cupboard was
cleaned off.

Completed on 1-26-09

The baked grease, an uncleanable
surface, on two muffin tins was cleaned
and is no longer present on the tins.
Completed on 1-26-09

.l e
Bureal: of Facilily Standards ﬁ% W

TITLE, (X6} DATE
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MM380 | Continued From page 1 MM380
surface, under the sink in the kitchen. The dried food on 2 Pyrex baking
dishes was cleaned off.
- There was what appeared 1o be food splattered Completed on 1-26-09
on the kitchen cupboard with the cups and on the
door of the Lazy Susan cupboard. Maintenance was called and the sink in
the back bathroom no longer is slow to
- There was baked on grease, an uncleanable drain.
surface, on 2 muffin tins. Completed 1-26-09
- There was dried on food on 2 Pyrex baking The living room walls are scheduled by
dishes. maintenance to be repainted.
Completed by 4-26-09
- The sink in the back bathroom was slow to Frcent RSy @m aind L
drain. S v w1 {Eis Vo

- There were no less than 6 quarter inch chips in
the paint on the living room wall (towards the
badrooms).
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